were diffusely infiltrated by a dense mass of large and small lymphoid cells, some with angulated or notched nuclei, and larger cells with large nuclei and occasional nucleoli (Fig. 3) . Immunocytochemical studies confirmed the B-Iymphocytic lineage of these cells, showing lambda immunoglobulin light chain restriction, and a small T-cell and dendritic reticulum cell component. These features confirmed that the tumour was a high-grade malignant non-Hodgkin's lymphoma, most closely resembling a dif fuse centroblastic lymphoma of polymorphic type.
Staging by CT scan and bone marrow biopsy revealed that this was an isolated orbital lesion. It was treated by localised radiotherapy, and the patient is still alive and well 5 years later with no evidence of recurrence.
Discussion
Epiphora is a common presenting complaint in older patients. Most often this is attributable to the syndrome of primary acquired nasolacrimal duct obstruction. I Secon dary acquired nasolacrimal duct obstruction may result from a wide variety of infectious, inflammatory, neoplas tic, traumatic or mechanical causes."
Nasolacrimal duct obstruction has been reported as a complication of orbital secondaries in known diffuse malignant lymphoma.'A It is also well recognised in malignant tumours of the lacrimal sac,s including primary lacrimal sac lymphomas,',6 where epiphora has been the presenting symptom.7 The case described is of a primary orbital lymphoma which had expanded over the orbital rim to compress the nasolacrimal sac. The latter was not infiltrated by tumour and remained patent.
The authors believe that this case illustrates a new and unusual presenting symptom in orbital lymphoma. Although rare, it emphasises the recognised need for care when diagnosing and treating nasolacrimal outflow obstruction in the older population lest a serious, and in this case readily treatable cause is missed. In addition to the importance of thorough examination the value of other investigative procedures is well demonstrated, especially in this case dacryocystography which showed the com pressed nasolacrimal sac, CT scan which defined the position, shape and size of the mass, and of course an adequate biopsy. Sir,
Scleral Explant Mimicking Malignant Melanoma
Scleral explants in retinal detachment surgery may cause a number of problems. These are extrusion,I-3 infection, 1 -8 scleritis and scleral abscess,3,9 discomfort,1O diplopia or visual distortion",11 cheesewiring through the extraocular muscles, le and recurrent subconjunctival haemorrhages following mechanical movement of the explant. 2 We report a case of a 72-year-old man with pigmented subconjunctival tumours mimicking an episcleral malig nant melanoma. Surgical exploration revealed the tumours to be two' chocolate' silicone plombs.
Case Report
A 72-year-old man was referred from another centre with suspected conjunctival melanoma. On routine examin ation for ocular hypertension, he was found to have a pig mented raised subconjunctival nodular tumour, firmly attached to sclera, in the left upper fornix. No pigmented tumour had been noted previously and it was, therefore, uncertain how long it had been there. Although there was mild discomfort, there had been no recent visual disturbance. It was known that the patient had undergone successful retinal detachment surgery 13 years previously with the insertion of two silicone plombs superiorly in the left eye and cryotherapy to both eyes.
The patient had suffered from rheumatic heart disease, but was otherwise healthy. Chest radiography and liver ultrasonography were normal, as were full blood count and liver function tests. On examination, the Snellen visual acuity was recorded as 6/12 right eye, 6/5 left eye. There was a firm subcon junctival pigmented nodular tumour approximately 10 mm from the limbus superiorly (Fig. 1) . A second smaller tumour was noted superotemporally at a similar distance from the limbus. The conjunctiva overlying these tumours was normal, and the anterior segment of the eye was normal. Gonioscopy revealed no abnormality. Intra ocular pressures were 19 mmHg right eye and 23 mmHg left eye. Ophthalmoscopy showed a flat retina, with pig ment clumps and atrophy superiorly from previous cryotherapy. No mass was seen.
Although the history of retinal detachment surgery was known, and conjunctival melanoma was excluded by the presence of normal conjunctiva overlying the lesions, the pigmented tumours so resembled melanomata that it was felt necessary to exclude malignancy histologically by examination under anaesthesia with frozen section biopsy.
At operation (Fig. 2) , the mass was dissected from the overlying conjunctiva and scarred superior rectus. Sutures became apparent deep within a fleshy fibrous sheath sur rounding a pigmented stained 'chocolate' plomb (Fig. 3) . A sample of the sheath was examined by frozen section. This confirmed the 'tumour' to consist of fibrous tissue infiltrated by chronic inflammatory cells and macrophages abundant in brown pigment, with no evidence of neo plasia. The superior rectus was repaired, and the second tumour was explored and found to be similar.
Subsequent histopathological examination of paraffin sections confirmed the tissue from around the plomb to consist of fibrous tissue with macrophages contammg abundant haemosiderin (Fig. 4) . Haemotoidin deposits were also present. There were foci of cholesterol clefts, foamy macrophages, lymphocytes and plasma cells, and a foreign body reaction around suture material. This was reported as an unusually extensive reaction to the presence of the plomb. The absence of neoplasia was confirmed. Post-operatively the patient has made an uneventful recovery.
DISCUSSION
In summary, this case report describes two old blood stained plombs which mimicked episcleral melanomatous tumour nodules. Russo and Ruiz" previously described how the cellular spaces of silicone tend to rupture with compression by the sutures, and may subsequently become filled with blood. They noted that the fibrovas cular sheath surrounding the plomb tended to bleed with movements of the explant. Kalicharan et al.13 described a similar degenerative and infiltrative process in a silicone plomb removed after 8 years. A large number of the pores were infiltrated with the elements consisting of macro phages, giant cells and erythrocytes, with extracellular debris on the external surface of the pores. They also noted that some of the silicone had been ingested by the macrophages.
We presume that the explant became infiltrated by blood due to haemorrhage occurring either at the time of retinal surgery or afterwards as a result of mechanical movements of the plombs. The haemorrhage was then at least partly resorbed with resulting haemosiderin accumu lation in macrophages in the fibrous tissue around the plombs. Iron pigment such as haemosiderin is known to have a fibrogenic effect and this may have been a factor in the development of the fibrous tissue sheaths surrounding the plombs. The old haemorrhage caused the ' chocolate' appearance of the plombs and the adjacent fibrous tissue so that it mimicked the appearance of an episcleral malig nant melanoma.
We believe this is the first reported instance of a blood stained scleral explant presenting as a malignant melan oma. With the benefit of hindsight, the shape of the tumour was more in keeping with a chocolate plomb than with a melanoma, which would be expected to be more regular or oval in outline. In such cases, it would seem prudent to confirm the diagnosis by biopsy before performing the appropriate treatment.
